Background: Physical activity (PA) and fitness are critical to maintaining health and avoiding chronic disease. Limited access to fitness facilities in low-income urban areas has been identified as a contributor to low PA participation and poor fitness.
erts can be characterized as built environments with limited walkability, access to green spaces, and/or affordable fitness facilities that promote PA and fitness among poor and underserved communities. 16, 17 In the greater Indianapolis area, as with many other American cities, GIS mapping demonstrates the geographic correlation between high obesity prevalence and poverty. Within the same geographic boundaries there are few exercise facilities that offer affordable memberships to residents with limited resources (Figure 1 ). Areas outlined in bold, red contain a population where more than 35% of the residents live in poverty and more than one-half are obese.
Across studies, data suggest that to more completely attend to physical fitness-related health disparities, exercise outlets to address built environment deficiencies and access to affordable health-fitness professionals are needed in low-income neighborhoods. 9, 11, [18] [19] [20] [21] Figure 1 also illustrates the YMCA locations serving the metropolitan service area of Indianapolis during the time of this study. Within the United States, the YMCA has a strong commitment to investing resources to improve community health. However, most YMCA locations in the metropolitan service area of Indianapolis would require that inner city residents travel 10 miles or more to the closest facility. In the Indianapolis area, like many other cities, public transportation to suburban communities is limited which makes access to these facilities difficult. Only two YMCA sites were centrally located and both were downtown, in a higher socioeconomic status area with lower obesity prevalence. Although the YMCA provides sliding scale income-based memberships, many low-income residents still cannot afford the fees. [22] [23] [24] Improving the health and fitness of this community would require change by actions from a diverse group of community constituents and evidence that there is actually a community need for a fitness resource.
The current study uses a cross-sectional, observational design that describes community-based fitness centers established for adults living in low-income, urban neighborhoods and characterizes a sample of its members. We also present part of Indiana's largest public hospital system. [25] [26] [27] [28] The primary goals of PARCS are to 1) offer sustainable opportunities for community members to exercise in a facility that delivers supportive services, 2) provide teaching and learning opportunities for university faculty and students, and 3) provide primary care providers with fitness referral sites that are prepared to work with their patients. All partner sites were located within a 3-mile radius of IUPUI. The community was defined by the partner stakeholders and constituents who all lived and/or worked within the area highlighted in bold, red outline ( Figure 1 ). In a community assessment, community leaders listed poor health as one major threat to community sustainability. 28 At the same time, FQHC primary care providers were queried about the reasons their patients were not referred to exercise. Location, affordability, and the ability of a fitness professional to manage their patients with multiple comorbidities were listed reasons. 29 Last, IUPUI Kinesiology students who were generally highly fit, young individuals from suburban and rural communities were training to be fitness and/or health professionals (many Kinesiology students go on to careers in hospital-based disease prevention and treatment or community health promotion). 30 However, few IUPUI Kinesiology students had experience with In this paper, we characterize PARCS members through demographic, PA, exercise self-efficacy, quality of life, health, and physical fitness data for a sample of PARCS members. 
Measures to Support the Community Need
Surveys evaluated demographics, health history, exercise self-efficacy, PA participation, and quality of life. Resting heart rate and blood pressure. Resting heart rate was palpated from the participant's left radial artery (unless otherwise instructed by the participant). The number of beats were counted for 15 seconds, and then multiplied by four.
Resting blood pressure was measured on the left arm (unless otherwise instructed by the participant) using a manual sphygmomanometer and stethoscope. to 25 and the classifications include "needs improvement,"
"fair," "good," "very good," and "excellent." A higher score is a better score. 40 Muscular flexibility. Lower body flexibility was assessed using the chair sit and reach protocol. 41 The participant was 0.5 to 6.5 is average, and greater than 6.5 is above average. 42 Upper body flexibility was assessed using the back scratch protocol. 43 The final score was recorded to the nearest one-half 
Statistical Analyses
Analyses were conducted using R (R Core Team, 2013).
Continuous variables were summarized with mean and stan- 
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RESULTS
Partner-generated financial support for this research established a recruitment goal of 200 members over an 18-month time period. We reached 85% of that goal and a total sample of 170 members from the three PARCS locations volunteered for this study. All participants completed all measures. Demographic characteristics are shown in Table 1 .
Across the sites, the mean age was 49.9 ± 12.5 years. Sixty-six percent of the sample self-identified as African American or Black, 72% were female, 64% reported completion of some college or greater, 71% reported an annual household income of less than $25,000 with an average of 2.2 ± 1.3 dependents, 51% percent reported working outside the home, and 50%
reported considerable financial strain.
Exercise self-efficacy results are presented in Table 2 .
Findings indicated moderate confidence in participants' ability to engage in exercise in the context of a variety of common barriers (e.g., exercising alone, lack of access, resistance from others).
Scores for the Yale Physical Activity Scale activity dimension indices (Table 2) A key finding of this research is the majority of participants had limited discretionary income to pay for a regular in PA at PARCS. There was no attempt to apply culturally specific approaches to members. Rather, the program was tailored to the needs and preferences of individual participants. We attempted to evaluate cardiorespiratory response to exercise (e.g., exercise heart rate and blood pressure); however, owing to the fitness center's environment (loud music, several machines being used simultaneously, and people talking) the data that we received were deemed unreliable and we only include resting cardiorespiratory measures in this report. Here we report one portion of this research study. The entire evaluation also included qualitative data collection of members who volunteered for the study, faculty and students as well as key informant interviews of community stakeholders. These data will be presented in future reports.
Efforts to increase the reach and participation levels of community-based programs will require a combination of individual and program level focus. We found that commu- University Polis Center collected via SAVI. We thank Jay
